PATIENT reports that two years ago he had tracheotomy performed for diphtheria, and wore a tube for eight months; but his voice and breathing were quite satisfactory afterwards, and up to February 10 last. He then was seized with sudden dyspncea, suffocative attacks, inability to lie down at night, and short breathing. There is no dysphagia nor tracheal tugging. The voice is high-pitched, cracked, and stridulous. There is stridor and dyspnoea even at rest. The glottis is reduced to a mere chink, and only opens in the posterior half. This is due to double abductor paralysis. The left cord is quite fixed in the adducted position. The right cord is almost completely stationary in the same position, but there is slight movement. The cords are sucked together on quick inspiration. The pupils and pulses are equal. There is increased dullness behind and to the left side of the sternum, and a skiagram indicates a mediastinal tumour. Bilateral laryngeal palsy is a rare condition. In 150 cases of abductor paralysis, Avellis found that it was bilateral in only twelve. Double Abductor Paralysis in a Man, aged 50. Proposed
Operation.
By H. J. DAVIS, M.B.
THE patient had syphilis in 1889; in 1894 tracheotomy was performed for an "attack of suffocation." The left arytaenoid is fixed, the right hardly moves; the same applies to the vocal cords, which are in the position seen in double abductor paralysis; the larynx otherwise is normal. The patienat is willing to work, "but he cannot do so as he cannot breathe." There is no lesion apparently in the chest, and the cesophagoscope shows a normal gullet.
The exhibitor proposes to perform thyrotomy and remove the left arytsenoid and cord completely, so as to procure an airway similar to Professor Hobday's ventricle-stripping operation in horses, as suggested by him before the Section a year ago.' The exhibitor would like the opinion of members as to its advisability.
